CENCI CHIROPRACTIC, PC PHONE: (570) 409-4747
DR. DAVID T. CENCI D.C., M.S. FAX: (570) 409-4749
306 W HARFORD ST

MILFORD PA, 18337

CONFIDENTIAL PATIENT HISTORY/ INTAKE FORM

PATIENT NAME: DATE:

ADDRESS:

CITY: STATE:_____ ZIP:

HOME#: WORK#: CELL#:

AGE: SEX: DOB:

MARITAL STATUS: SPOUSES NAME:

SS#: EMAIL ADDRESS:

OCCUPATION:

EMPLOYER NAME:

EMPLOYER ADDRESS:

WHAT IS YOUR PRIMARY COMPLAINT:

REFERRED TO THIS OFFICE BY:

FAMILY MEMBER/FRIEND NAME:

NEWSPAPER:

DOCTOR/NAME:

ATTORNEY/NAME:

WALK-IN: OTHER:

THANK YOU FOR TELLING YOUR FAMILY & FRIENDS ABOUT OUR OFFICE



INSURANCE INFORMATION

IS THE PATIENT INSURED? YES NO

INSURANCE CARRIER’S NAME:

ADDRESS:

PHONE#:

ANNUAL DEDUCTIBLE: BENEFIT/CALENDAR YEAR:
DEDUCTIBLE MET? YES NO CO-PAYMENT $:
NAME OF INSURED: SS#:

DOB: RELATIONSHIP TO PATIENT:

ID#: GROUP#: CLAIM#:

Blood Pressure:

Smoker: Former Smoker: Never Smoker:

Allergies:

HEALTH & ACCIDENT INSURANCE POLICIES ARE AN ARRANGEMENT BETWEEN
THE CARRIER & THE PATIENT THAT ARE USUALLY DESIGNED TO OFFSET A
LARGE PORTION OF THE TOTAL COST. THIS OFFICE WILL PREPARE ANY
NECESSARY REPORTS & FORMS TO ASSIST IN MAKING COLLECTIONS FROM THE
INSURANCE COMPANY TO THE PATIENT (WHICH IN TURN MUST BE TURNED
OVER TO US) OR ANY AMOUNT AUTHORIZED BE PAID DIRECTLY TO CENCI
CHIROPRACTIC, PC, WILL BE CREDITED TO THE PATIENT’S ACCOUNT. IT SHOULD
BE UNDERSTOOD THAT ALL SERVICES FURNISHED ARE CHARGED DIRECTLY TO
THE PATIENT, WHO IS PERSONALLY RESPONSIBLE FOR PAYMENT. PAYMENT IS
EXPECTED AT TIME OF THE VISIT, UNLESS YOUR INSURANCE COVERS
CHIROPRACTIC CARE.

Patient’s Signature: Date:




Patient Health Questionnaire - PHQ

ACN Group, Inc. - Form PHQ-202

ACN Group, Inc. Use Only rev 7/18/05

Patient Name Date

1. Describe your symptoms

a. When did your symptoms start?

b. How did your symptoms begin?

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms
® Constantly (76-100% of the day)
@ Frequently (51-75% of the day) ( |
® Occasionally (26-50% of the day) | '
@ Intermittently (0-25% of the day)

3. What describes the nature of your symptoms? A A Ll

@ Sharp @ Shooting
@ Dull ache ® Burning [N q - |
® Numb ® Tingling (A

4. How are your symptoms changing? he |} Y
® Getting Better ‘ \ )N/
@ Not Changing | A
® Getting Worse \
5. During the past 4 weeks: None Unbearable
a. Indicate the average intensity of your symptoms ® ® ® ® @ ® ® ©®© ©® @ o
b. How much has pain interfered with your normal work (including both work outside the home, and housework)
® Not at all @ Alittle bit @ Moderately @ Quite a bit ® Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, relatives, etc)

@ All of the time ® Most of the time  ® Some of thetime @ Allittle of the time ~ ® None of the time

7. In general would you say your overall health right now is...

@ Excellent @ Very Good @ Good @ Fair ® Poor
8. Who have you seen for your symptoms? @ No One @ Medical Doctor ® Other
@ Chiropractor @ Physical Therapist

a. What treatment did you receive and when?

b. What tests have you had for your symptoms @ Xrays date: ' @®CT Scan  date:
and when were they performed?
@MR| date: — @Other date:
9. Have you had similar symptoms in the past? @ Yes @ No
a. If you have received treatment in the past for @ This Office @ Medical Doctor ® Other
the same or similar symptoms, who did you see? @ Chiropractor @ Physical Therapist
10. What is your occupation? ©) ProfessionallExecutivg @ Laborer @ Retired
@ White Collar/Secretarial ® Homemaker ® Other
@ Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a ® Full-time @ Self-employed ® Off work
student, what is your current work status? @ Part-time @ Unemployed ® Other

Patient Signature Date




Patient ith ionnaire - e?2

ACN Group, Inc  PHQ-102

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

What type of regular exercise do you perform? ®None @Light ® Moderate @ Strenuous

What is your height and weight? Height Weight Ibs.
Feet Inches

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past.
If you presently have a condition listed below, place a check in the Present column.

Past Present Past Present Past Present

O O Headaches O O High Blood Pressure O O Diabetes
O O Neck Pain O O Heart Attack O O Excessive Thirst
O O Upper Back Pain @) O Chest Pains O O Frequent Urination
O O Mid Back Pain @) O Stroke
O O Low Back Pain O O Angina O O Smoking/Use Tobacco Products
O O Drug/Alcohol Dependence
O O Shoulder Pain O O Kidney Stones
@) O Elbow/Upper Arm Pain O O Kidney Disorders O O Allergies
C  © Wrist Pain O O Bladder Infection O O Depression
O O Hand Pain O O Painful Urination O O Systemic Lupus
_ _ O O Loss of Bladder Control O O Epilepsy
O O Hip/Upper Leg Paln_ O O Prostate Problems O O Dermatitis’/Eczema/Rash
@) O Knee/Lower Leg Pain ) _ 0O O HIV/AIDS
O O Ankle/Foot Pain ®) O Abnormal Weight Gain/Loss
) O O Loss of Appetite Females Only
QO O-wPan O O Abdominal Pain O O Birth Control Pills
O O Joint Swelling/Stiffness O O Ulcer O O Hormonal Replacement
O O Arthritis O O Hepatitis O O Pregnancy
O O Rheumatoid Arthritis O O Liver/Gall Bladder Disorder @) O
®) O General Fatigue & O Cancer Other Health Problems/Issues
O O Muscular Incoordination O O Tumor o O
@) O Visual Disturbances @) O Asthma @) O
O O Dizziness O O Chronic Sinusitis o O

Indicate if an immediate family member has had any of the following:
O Rheumatoid Arthritis O Heart Problems O Diabetes O Cancer O Lupus O

List all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature Date
[Doctor’s Additional Comments |

Doctors Signature Date




Back Index

ACN Group, Inc. Form BF100

Patient Name

ACN Group, Inc. Use Only rev 3/27/2003

N _ Date

This questionnaire will give your provider information about how your back condition affects your everyday_ life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ The pain comes and goes and is very mild.

@ The pain is mild and does not vary much.

@ The pain comes and goes and is moderate.

@ The pain is moderate and does not vary much.
@ The pain comes and goes and is very severe.
® The pain is very severe and does not vary much.

Sleeping
© | getno pain in bed.
@ | get pain in bed but it does not prevent me from sleeping well.

® Because of pain my normal sleep is reduced by less than 25%.
® Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.

® Pain prevents me from sleeping at all.

Sitting

@ | can sitin any chair as long as | like.

@ 1 can only sit in my favorite chair as long as | like.

@ Pain prevents me from sitting more than 1 hour.

@ Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® | avoid sitting because it increases pain immediately.

Standing

@© | can stand as long as | want without pain.

@ | have some pain while standing but it does not increase with time.

@ | cannot stand for longer than 1 hour without increasing pain.
® | cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for longer than 10 minutes without increasing pain.

® | avoid standing because it increases pain immediately.

Walking
@ | have no pain while walking.

@® | have some pain while walking but it doesn't increase with distance.

@ | cannot walk more than 1 mile without increasing pain.
@ | cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mile without increasing pain.
® | cannot walk at all without increasing pain.

Personal Care

@ | do not have to change my way of washing or dressing in order to avoid pain.
@ | do not normally change my way of washing or dressing even though it causes some pain.
@ Washing and dressing increases the pain but | manage not to change my way of doing it.

® Washing and dressing increases the pain and | find it necessary to change my way of doing it.

@ Because of the pain | am unable to do some washing and dressing without help.
® Because of the pain | am unable to do any washing and dressing without help.

Lifting

@© | can lift heavy weights without extra pain.

@ | canlift heavy weights but it causes extra pain.

® Pain prevents me from lifting heavy weights off the floor.

® Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® | can only lift very light weights.

Traveling
@ |get no pain while traveling.
@ | get some pain while traveling but none of my usual forms of travel make it worse.

@ | get extra pain while traveling but it does not cause me to seek alternate forms of travel.
@ | get extra pain while traveling which causes me to seek alternate forms of travel.
@ Pain restricts all forms of travel except that done while lying down.

® Pain restricts all forms of travel.

Social Life

@ My social life is normal and gives me no extra pain.

@ My social life is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

@ Pain has restricted my social life and | do not go out very often.

@ Pain has restricted my social life to my home.

® | have hardly any social life because of the pain.

Changing degree of pain
@ My pain is rapidly getting better.
O} My pain fluctuates but overall is definitely getting better.
@ My pain seems to be getting better but improvement is slow.
@ My pain is neither getting better or worse.
@ My pain is gradually worsening.
® My pain is rapidly worsening.

Back

‘In’dex Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 1 Score

e Index




Neck Index

£2N Group, inc.  Form Ni-<100

Patient Name

ACN Group, inc. Uss Only rev 3/27/2003

- Date

This questionnaire will give your provider informetion about how your neck condition affects your everyday life.

Please answer every section by marking the one statement that applies to you. If two or more statements in one

section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ 1 have no pain at the moment.

@ The pain is very mild at the moment.

@ The pain comes and goes and is moderats.

@ The pain is fairly severe at the moment

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

@ | have no trouble sleeping.

(@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

@ MWy sleep is moderately disturbed (2-3 hours sleepless).
@ My sleep is graatiy disturbed (3-5 hours sleepless).

® My sleep is completely disturbed (5-7 hours sleepless).

Reading

@ | can read as much as | want with no neck pain.

@ | can read as much as | want with sfight neck pain.

@ | can raad as much as | want with moderate neck pain.

@ | cannot read as much as | want becausa of moderate neck pain.
@ | can hardly read st alt because of severs neck pain.

® | cannot read at all because of neck pain.

Concentration

@ | can concentrate fully when | want with no difficulty.

@ | can concentrate fully when | want with slight difficulty.
@ | have a fair degree of difficulty concentrating when | want.
@ | have a lot of difficulty concentrafing when | want.

@ | have a great deal of difficulty concentrating when { want.
® | cannot concentrate at ail

Work

@ ! can do as much work as | want.

@ | can only do my usual work but no more.

@ | can only do most of my usual work but no more.
@ | cannot do my usual work.

@ | can hardly do any work at afl

® | cannot do any work at all

Personai Care

© | can look after myself nomally without causing exira pain.
@ |can look after myzelf nommally but it causes exira pain.
@ ttis painful to look after myself and | am slow and careful.
® | need some help but | manage most of my personal care.
@ | need help every day in most aspects of seff care.

® 1do not gat dressed, | wash with dificully and stay in bed.

Lifting

@ | can lift heavy weights without exira pain.

@ | can fift heavy weights but it causes exira pain.

@ Pain prevents me from lifing heavy weights off the floor, but | can manage
if they are conveniently posifioned (e.g., on a table).

® Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

@ | can only §ft very light weights.

® | cannot ift or camy anything at all.

Driving

® | can drive my car without any neck pain.

@ | can drive my car as long as | want with slight neck pain.

@ | can drive my car as long as | want with moderate neck pain.

@ ! cannot drive my car as long as | want because of moderate neck pain.
@ i can hardly drive at all because of severe neck pain.

® | cannot drive my car at al bacause of neck pain.

Recreation

® 1am able io engage in 2li my recreation aciiviies without neck pain.

@ ! am able to engage in all my ususl recreation activities with some neck pain.

@ iam able o engage in most but not all my usual recreation ackivilies because of neck pain.
( 1am only able to engage in a few of my usual recreation activities because of neck pain.
@ 1 can hardly do any recreation achivities because of neck pain.

® | cannot do any recreation achiviies at all

Hezdaches

& have no hasdaches atall

1) 7 ixave elight headaches which come infrequently.

@ | nave moderate headaches which come infrequently.
@ ! have modarate headaches which come frequenty.
@ !have apvers headaches which come frequently.

& | have heaiaches almost all the time.

Neck

i index Score = [Sum of all statements selected / {(# of sections with & staternent selected x 5)] x 100 }

{ndex
Score




